Legionnaires' disease acquired in the United Kingdom has only been reported rarely. One case of indigenous infection was reported from Scotland (Lees et al. 1977 ) and 6 cases from Nottingham (Macrae & Lewis 1977) .Described here is the first confirmed case of Legionnaires' disease in London, previously referred to in a preliminary report (Ashford et al. 1977) .
Case report
The patient was a 45-year-old Scottish man who had had a myocardial infarction in 1975. He smoked 50 cigarettes per day and previously drank at least 8 pints of beer per day. He had left Scotland five weeks before admission and had been working in a London hotel as a maintenance fitter. There was no recent history of travel abroad.
He was admitted to hospital in November 1977 with a two-week history of malaise and a five-day history of fever, myalgia, nausea, breathlessness and a dry cough. On examination he was confused, tremulous, with temperature 39.8°C, pulse 124/minute, and blood pressure 130/80 mmHg. The liver was enlarged 3 finger breadths. The lung bases were dull to percussion and bilateral coarse crepitations were present. Chest X-ray showed bilateral patchy consolidation ( Figure 1 ). White blood count was 8.7x 10 9/1; blood urea 5.0mmol/l; albumin 18 gil. Urinalysis showed moderate proteinuria and haematuria. Blood cultures yielded no growth and no sputum was produced on the first day of admission.
He was initially treated with benzylpenicillin 2 megaunits 6-hourly intramuscularly. Flucloxacillin I g 6-hourly and metronidazole 500 mg 8-hourly were added the following day as he had not improved. A small quantity of mucopurulent sputum was then obtained but yield no growth. On the third day he became centrally cyanosed with a Pa,02 of 5.3 kPa. Chest X-ray showed more widespread consolidation and ECG showed recent anteroseptal myocardial infarction. He was given intermittent positive-pressure ventilation, oxygen and physiotherapy. Gentamicin 80 mg 8-hourly i.m. and ampicillin I g 6-hourly were added to the antibiotic regime. As there was no change in his clinical or radiological state over the next three days, it was clear he had a severe atypical pneumonia. Serological tests for mycoplasma, Qfever, psittacosis and influenza were negative. A presumptive diagnosis of Legionnaires' disease was made on the sixth day and erythromycin 600 mg i.v, 6-hourly was substituted for benzylpenicillin, ampicillin and gentamicin. On the seventh day his temperature fell transiently to 36.9°C, but the chest X-ray was unchanged. On the eighth day he became hypotensive and oliguric and he died the following day.
Post-mortem confirmed bilateral confluent pneumonia and ischaemic heart disease. Legionnaires' disease (LD) bacillus could not be demonstrated in lung tissue by silver stains, immunofluorescence or electron microscopy (Dr A D Macrae). The diagnosis of Legionnaires' disease was confirmed by a rising titre of serum immunofluorescent antibody against Legionnaires' bacillus from I: 512 on the fourth day to I :4096 on the seventh day.
Comment
Our patient had many of the typical clinical features of Legionnaires' disease (Bock et al. 1978 , Shanson 1978 ,Vella 1978 .There was a history of heavy smoking (Macrae & Lewis 1977) ,and a pre-existing illness, in this case ischaemic heart disease. He presented with influenza-like symptoms (Fraser et al. 1977) , and developed a severe pneumonic illness with classical nonproductive cough. Typically, the white count was less than 14 x 10 9/1 on admission and there was no response to many conventional antibiotics. Death occurs in about 20% of these patients, and in our case ischaemic heart disease contributed to the fatal outcome.
Erythromycin is considered to be the antibiotic of choice in Legionnaires' disease (British Medical Journal 1978) . Although it failed to cause a significant improvement in our patient, it was begun late in the clinical course when extensive bilateral consolidation was present. Its use may have accounted for the failure to demonstrate the organism in lung tissue at autopsy.
As the incubation period of Legionnaires' disease is usually less than one week (Fraser et al. 1977) , this patient must have contracted the disease in London. The source and mode of spread of the disease remains uncertain. No doubt other cases will occur in London and elsewhere in the United Kingdom, but to date no other confirmed cases of Legionnaires' disease have been reported in South East England.
